HCR INTAKE VERIFICATION UNIT

EOHHS / MassHealth
FAX Cover Sheet

Facility Information Head of Household (HOH) Information
Facility Name: Name:
Sender’s Phone No: DOB:
Sender’s Name: Soc. Sec. No:

Please include this cover sheet when faxing any documents to the EOHHS / MassHealth HCR Intake
Verification Unit.

FAX NUMBER

617-241-3299

Place a checkmark (v') in the appropriate space below identifying the attached verification(s).

Income

Immigration

Citizenship and/or Identity (Required ONLY for applicants who claim to be a U.S. citizen/national)
Other Health Insurance (other than Medicare)

Other

This facsimile transmittal may contain information that is privileged, confidential, or exempt from disclosure under
applicable law is intended for the use of only the individual or department to which it is addressed. If you are not the
recipient, or the employee or the agent responsible for the delivery of this transmittal to the intended recipient, please
notify the sender by telephone at the above number and destroy the attached documents. Anyone other than the intended
recipient is hereby notified that any dissemination, distribution, or copying of this communication is strictly prohibited.
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